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by pulsed and continuous Doppler ultrasound of superior vena cava
and hepatic vein flow (Fig. 1).
In these cases, the systemic venous atrium is smaller than in the
normal heart in contrast to findings in patients with restrictive
cardiomyopathy. Nevertheless, the systemic venous atria has its
compliance reduced because of the baffle.
We believe that the reduction of compliance and not the atrial
dimensions is the cause ofdiminished velocity, absence or inversion
of systolic forward flow in the superior vena cava or hepatic vein of
patients submitted to the Mustard technique, and probably also in
patients with constrictive pericarditis and restrictive cardiomyopa-
thy.
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Reply
We agree completely that reduced atrial compliance is an important
factor responsible for the reduction in systolic venous flow velocity.
In our study this decrease in compliance was most likely due to
atrial dilation associated with the marked decrease in ventricular
distensibility that is characteristic of restrictive cardiomyopathy. A
decrease in atrial compliance due to other mechanisms, such as
amyloid infiltration or atrial repair with baffle, is of course also
possible. Other factors that may have contributed to the reduction in
systolic venous flow velocity seen in our study include right atrial or
ventricular systolic dysfunction and tricuspid regurgitation. In our
experience, patients with constrictive pericarditis do not have a
reduction in systolic venous flow velocity unless there is atrial
systolic dysfunction or fibrillation.
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Congenital Cardiac Anomalies in China
In their article on increased prevalence of patent ductus arteriosus
and atrial septal defect at high altitudes, Miao et al. (1) made a
reference to the rarity ofcoarctation of the aorta among the Chinese.
That coarctation of the aorta is uncommon among Orientals has
been repeatedly cited (2). However, two recent reports of autopsy
studies in Chinese children, one from mainland China (3) and the
other from Hong Kong (4), seem to refute this old myth. The
Chinese National Cooperative Group in Pathology (3) reported an
incidence of 6.88% of coarctation of the aorta in 2,659 autopsy cases
of congenital heart disease in children, and Lau et al. from Hong
Kong (4) reported an incidence of 4.5% of coarctation in 801 infants
at autopsy. These figures are not dissimilar to those reported in the
West (5). The same incidence of4.5% of coarctation of the aorta was
found in 2,404 Chinese children catheterized in Hong Kong (4). The
only explanation that I can offer for the commonness of coarctation
of the aorta in Chinese children in contrast to its rarity in Chinese
adults is early death from the disease.
Although the studies of Miao et al. (1) reported no significant
difference in the prevalence of atrial septal defect and patent ductus
arteriosus in Tibetans and Han Chinese, ethnicity plays some role.
The racial distribution of congenital heart disease from the Qinghai
Plateau is interesting: Tibetan children of Qinghai have nearly twice
as many congenital heart defects as other national minority children
(6). This difference is certainty related to the habitual high-altitude
residence of the Tibetans in the Qinghai grasslands (6). Besides the
altitude, climate may also playa role. The incidence of congenital
heart disease in southern parts of China is higher than that in
northern parts (3).
The vast land of China, with its contrasting geography and
socioeconomic differences, provides afertile field for cardiovascular
epidemiologists. A close Sino-American cooperative effort, as ex-
emplified by the study reported by Miao et al. (1), could contribute
greatly to unravelling the pathogenetic mechanisms of the cardio-
vascular diseases, both congenital and acquired, that afflict both
countries as well as the rest of the world.
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